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a b s t r a c t 
Objective: To explore models of maternal healthcare for African refugee women and their acceptability, cost and 
associated outcomes. 
Design: A systematic review and content analysis 
Setting: High-income countries 
Participants: African refugee women 
Review methods: Seven databases were searched to identify peer-reviewed literature using defined keywords and 
inclusion criteria. Two authors independently screened the search findings and the full texts of eligible studies. 
The quality of the included studies was appraised, and the findings were analysed using a template. 
Results: Nine studies met the criteria. Four studies were qualitative, two quantitative and three studies used mixed 
methods. Four models of care were identified: midwifery-led care, hospital-based integrated care, primary care 
physician-led integrated care and a holistic refugee-specific primary healthcare model (one-stop shop). Issues 
affecting care delivery were identified as communication barriers, low health literacy, high transport costs and 
low engagement of refugee women in their care. 
Key conclusions: The lack of evidence regarding the impact of care models on the maternal healthcare outcomes of 
African refugees highlights the need to improve care evaluations. These results reinforce the importance of edu- 
cation and interventions to build refugee women’s health literacy and strength-based communication approaches 
supported by multidisciplinary, multilingual and highly trained teams of health professionals. There is also a 
need to involve African refugee women in shared decision making. 
Implications for practice: The findings suggest the need for universal access to a woman-centred whole-of-system 
care approach for African refugees that emphasises culturally competent, safe, respectful and compassionate 

































Africa hosts about 37% of the world’s 19.6 million refugees, with
ub-Saharan Africa hosting more than 6.6. million and the region of East
frica hosting one of the highest levels of refugees globally. The major-
ty of refugees originate from four countries - South Sudan, Somalia, the
emocratic Republic of Congo and Burundi ( UNHCR, 2019a ). A substan-
ial proportion of these refugees have settled in high-income countries
HIC)( World Bank, 2018 ), mainly driven by inadequate human and eco-
omic development, political, social and environmental stress factors
 Castelli, 2018 ; Flahaux, 2016 ; Hugo, 2009 ). For example, an estimated
3% of new refugees and asylum seekers admitted into the United States
f America (USA) in 2017 comprised African refugees. In 2019, refugees
rom the Democratic Republic of Congo (DRC) and Eritrea in the USA far∗ Corresponding author. 
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 http://creativecommons.org/licenses/by-nc-nd/4.0/ ) utnumbered those from all other countries, accounting for nearly 70%
13,000) and 63% (1800) of refugees ( Blizzard, 2019 ). In Australia, the
umber of African refugee arrivals increased from 7082 in 1997–98 to
7,735 in 2004–05. Almost three quarters (72.6%) of this population are
rom Southern and East Africa, while 22.9% are from North Africa and
.5% from Central and West Africa ( ABS, 2008 ; Hugo, 2009 ). Refugees
re described as ’persons outside of their country of origin for reasons
f feared persecution, conflict, generalised violence, or other circum-
tances that have seriously disturbed public order’ ( Riza et al., 2020 ;
NHCR, 2019b ). 
African refugees of different categories have resettled in high-
ncome countries and each has experienced unique relocation pro-
esses, pre-migration, transitional migration and post-migration factors
 Flahaux, 2016 ). This is especially true for female refugees from coun- (A. Dawson). 
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p  ries where women, pregnant women, girls, children and unaccompa-
ied minors have experienced violence. For example, pregnant women
ho have fled violence and persecution may be exposed to adverse
ealth and social outcomes - arriving with limited economic resources,
 lack of social networks and a poor understanding of their host coun-
ry’s language and culture. In addition, they may have existing health
ssues on arrival which differ from women in their host countries, myr-
ad obstacles accessing appropriate healthcare services and stresses as-
ociated with MCH experiences during pregnancy, childbirth and post-
atal services ( Gibson-Helm et al., 2014 ; Mbanya et al., 2020 ; Pérez-
rdiales et al., 2019 ; Quintanilha et al., 2016 ; Stapleton et al., 2013 ).
hey may also have undergone female genital mutilation (FGM) that
s associated with adverse obstetric, gynaecological, mental and sex-
al health effects ( Abdalla, 2019 ; Berg, 2013 ; Mbanya et al., 2020 ).
frican refugee women may also experience significant challenges ac-
essing healthcare services, including difficulties finding interpreters
nd translators ( Brandenberger et al., 2019 ). These experiences, includ-
ng barriers to service accessibility, may have serious implications on
heir mental health and wellbeing ( Flahaux, 2016 ). The provision of
igh-quality, culturally diverse and safe maternal care is further com-
licated when healthcare professionals are unfamiliar with the socio-
ulture factors and complex needs of refugee women ( Fair et al., 2020 ;
obertshaw et al., 2017 ; Rogers et al., 2020 ). 
These barriers may also impact their health outcomes. Groups of
frican women refugees in HICs have been found to experience sub-
ptimal maternal and perinatal health outcomes than women born in
ICs. For example, a meta-analysis found that sub-Saharan Africa mi-
rants and refugees were at higher risk of preterm birth, foetal and infant
ortality than women in host countries ( Gagnon et al., 2009 ). In addi-
ion, birth amongst women from middle and East Africa was associated
ith gestational diabetes mellitus (OR adj 3.5, 95% CI 1.8, 7.1)( Gibson-
elm et al., 2014 ). Another study found that compared with moth-
rs born in Australia, East African migrants and refugees had elevated
dds of perinatal mortality (OR adj 1.83, 95% CI 1.47, 2.28) and preterm
irth (OR adj 1.55, 95% CI 1.27, 1.90) and their babies were smaller
OR adj 1.59, 95% CI 1.46, 1.74) and had a lower birth weight (OR adj 1.33,
5% CI 1.11, 1.58) ( Belihu et al., 2016 ). However, in the USA between
007 to 2016, African refugee women were found to have better perina-
al outcomes than USA-born women. African refugee women had fewer
re-pregnancy health risks ( p < 0.001), preterm births ( p < 0.001), low
irth weight infants ( p < 0.001) and higher rates of vaginal deliveries
 p < 0.001). These positive outcomes of African refugee women occurred
espite later initiation of prenatal care ( p < 0.001) and lower scores of
renatal care adequacy ( p < 0.001)( Agbemenu et al., 2019 ). This result
as unexpected, given the late initiation of prenatal care. Further re-
earch is needed. 
Evidence-based tailored models of care are required to manage cross-
ultural challenges, the complex system-level barriers to accessing care,
nd in some cases poorer perinatal health outcomes of African refugee
omen in HICs. ( Au et al., 2019 ; Quintanilha et al., 2016 ). A ’model of
are’ is broadly defined as the way health services are organised and de-
ivered, underlining the components of this care, structure for the imple-
entation of care options, the workforce involved and the place of deliv-
ry (Davidson 2006, Agency for Clinical Innovation 2013, AIHW 2014 ).
owever, few studies have examined maternity care models for refugee
omen in HICs and none have focused on African populations. Although
everal reviews have identified healthcare barriers for refugees, includ-
ng maternity care ( Brandenberger et al., 2019 ; Heslehurst et al., 2018 ;
hanlou et al., 2017 ; Pangas et al., 2019 ; Parajuli, 2019 ), limited stud-
es have examined elements that constitute effective models of care or
ow they are tailored to meet refugee women’s needs. For example,
oshi et al. (2013) synthesised the core elements of acceptable and ac-
essible primary health care models for refugees. These were culturally
esponsive care, continuity of care, effective communication, psychoso-
ial and practical support to navigate systems and flexible and acces-
ible services. One of the few reviews that examined maternity care2 odels for refugees identified several interventions which resulted in in-
reased care satisfaction, including the provision of bilingual/bicultural
orkers, group antenatal care or health education and specialised clin-
cs ( Rogers et al., 2020 ). However, few studies have provided evidence
f improved maternal health outcomes ( Rogers et al., 2020 ). 
verview of the different types of care 
We conducted a scoping review to inform this study that identified
 range of maternity care models for all populations ( Supplementary file
 ). Models of maternity care vary according to whether the first point
f contact is a primary care facility or a specialist service, a public or
rivate service and the type and role of health professionals who deliver
he care. Other aspects include whether the service provides universal
r targeted health care and the degree to which training and research
re embedded into the service model, combined with the level of col-
aboration with other providers and the philosophy underlying the ser-
ice. The dominant models of maternity healthcare services involve a
onventional medical model in either a public or private hospital set-
ing ( AIHW, 2014 ). In the public system, maternity healthcare services
re generally offered through midwifery-based models or midwife-led
nits and delivery in birthing centres ( Bryant, 2009 ). In addition, ma-
ernity healthcare services may be delivered by midwives and obstetri-
ians - with obstetricians carrying the overall professional responsibility.
n the private system, options for midwifery-focused models are lim-
ted ( Bryant, 2009 ; Hanafin, 2016 ). In countries like New Zealand and
he Netherlands, midwives are autonomous and only refer women to an
bstetrician if complications arise ( Hanafin, 2016 ; Wiegers, 2009 ). In
reland, the predominant model is hospital-based, consultant-led care,
ith few midwife-led units ( Hanafin, 2016 ). In the United Kingdom,
ost women have access to both an obstetric-led unit and a midwife-
ed unit within an hour’s drive of their home. In the USA, maternity ser-
ices are predominantly rendered by obstetricians, family and general
ractitioners and midwives ( Backes, 2020 ). While in Canada, maternity
are is predominantly led by obstetricians, and in Australia, it is mainly
upervised by an obstetrician ( Hanafin, 2016 ). 
In the USA, most care is contracted to the private sector, includ-
ng insurance companies, healthcare providers, hospital systems and in-
ependent providers, and funded via programs such as Medicare and
edicaid ( DPE, 2016 ). In Canada, the publicly funded health system
s mainly delivered by private enterprises or private corporations with
artial or total government funding. Maternity healthcare is provided by
he provincial and territory governments. About two-thirds of Canadians
ave private insurance ( Government of Canada, 2019 ). Most western
uropean countries, such as the Netherlands, also have private cover-
ge and a thriving state-driven primary care that includes all people. 
In South Korea, the private sector occupies the bulk of service provi-
ion. Approximately 90% of all medical institutions are private facilities.
n the public sector, public health centres, subcentres and posts provide
rimary care ( Chun et al., 2009 ). There is no payment for maternity
ervices rendered in Sweden, with the public and private health care
ystems funded through taxation and a smaller private health care sec-
or, or financed by county councils mainly in larger cities or regions
 Anell et al., 2012 ). Australia’s maternity healthcare is largely funded
ia public sources through Medicare. In addition, private health insur-
nce and personal payments to contribute to the cost of attending public
r private hospitals ( Fox et al., 2019 ). 
Despite the generic care models, maternity care is not well un-
erstood for vulnerable immigrant population groups, such as refugee
omen who have experienced violence and those from culturally and
inguistically diverse backgrounds. Accessible, high-quality maternity
ervices for various African refugee women are necessary to achieve eq-
itable maternal and perinatal health outcomes. However, there is little
nderstanding of ways in which maternity healthcare is organised and
elivered to African refugee women during pregnancy, childbirth and
ostnatally and the acceptability and outcomes associated with these






















































































































t  ervice models. Insights into the maternity experiences and expectations
f pregnant African refugees in HICs can improve the understanding of
aternity care models required to address their specific needs. 
We performed a systematic review to examine studies that described
aternity care models for African refugee women in HIC. 
ethods 
im 
The study aims to gain insight into their maternity care experi-
nces and identify current maternity service delivery responses. Our re-
iew question was: “how is maternity care delivered to African refugee
omen and what are the associated outcomes? ”
esign 
We applied the United Nations (UN) definition of a refugee
 United Nations, 2017 ). We recognise the different subgroups of
efugees and their unique profile as part of a culturally, ethnically and
inguistically diverse set of women from the African continent in HIC.
evertheless, evidence shows some of the challenges they face post-
ettlement in the diaspora are shared. Therefore, we have chosen to fo-
us broadly on their African diasporic identity as a group of vulnerable
regnant women living in the diaspora setting with specific needs and
tandard care solutions. It is not intended to generalise their diversity.
ather, we focused on understanding the refugee women’s care experi-
nces, associated outcomes and expectations from their service delivery
esponses, using the perceptions of diverse groups of refugee women
rom peer-reviewed studies conducted in HIC. We note their countries
f origin, characteristics, type of maternity care events, and feedback to
ain insights on important considerations when working with diverse
efugee populations. Additionally, the broad service delivery responses
 grounded in evidence from peer-reviewed studies - are intended as a
igh-level view and opportunity for further research. 
We further draw from healthcare access frameworks that demon-
trate how demand and supply-side factors of accessibility and out-
omes of maternity healthcare services are interlinked to offer a the-
retically grounded explanation of accessibility and provision of care
 Hulton et al., 2000 ; Levesque et al., 2013 ; WHO, 2016 ). Applying
rameworks allows us to explore the needs and suitability of the re-
ponses for African refugees in the context of pregnancy, perinatal and
ostnatal care through the lens of accessibility. We focus on three of
he dimensions: acceptability, cost and quality of care. Acceptability
s a multifaceted construct used to identify how likeable and socially
ppropriate African refugee women and health professionals found the
are model. For example, the sex of the provider during pregnancy may
ffect women’s experience positively or negatively. Hence, a woman’s
atisfaction with care was used as a proxy measure for acceptability.
osts were defined as payments associated with the care model, such as
out-of-pocket’ payments or the provision of financial support to ensure
he women can afford to spend on necessary resources and services for
heir health. Affordability, as reflected here, is dependant on available
ncome and time to use appropriate services ( Levesque et al., 2013 ). Fi-
ally, quality-of-care is defined as the extent to which maternity care
ervices are provided in a culturally competent and inclusive manner
nd in line with the evidence-based model ( WHO, 2016 ). 
earch strategy and identification of studies 
We identified key search terms through a scoping review of the lit-
rature and a search strategy and developed inclusion criteria. We per-
ormed a search of seven bibliographic databases: PubMed/MEDLINE,
sycINFO (EBSCO), ProQuest, Embase, CINAHL, SCOPUS and Web of
cience. Additional searches were conducted using Google Scholar and
and searches of key journals. Subject headings or words and phrases3 elated to maternity care services including maternity, maternity care,
aternity healthcare, maternity service delivery, obstetric care, preg-
ancy, antenatal, prenatal, perinatal, postnatal, maternal health, mater-
al and child health, women’s health, primary health care, package of
are, model of care, approach to care, service package, health promotion
nd service use, were combined with those related to a refugee woman
r a pregnant refugee woman from an African country living in a HIC. 
The search was conducted in October 2018 and was limited to studies
ublished between 2008–2020 to ensure contemporary findings. Studies
ere included in the review if they were primary research studies that
xplicitly described the care for African refugee women in a HIC and
ere peer-reviewed papers in English. We considered all study types,
esigns and methodologies from peer-review journals if there was a clear
ethodology to assess quality. 
The study was informed by preferred reporting items for systematic
eviews and meta-analyses (PRISMA) guidelines ( Moher et al., 2009 )
see Fig. 1 ). A total of 619 records were identified in the initial search
nd were imported into the Covidence software ( Veritas Health Innova-
ion, 2019 ). Of these, 584 records were identified in seven databases and
5 records were found by hand searching. Thirty-five duplicate records
ere removed. Thus, 584 abstracts were independently screened for by
S and CN and from this, 262 articles were selected for full-text screen-
ng based on the inclusion criteria and nine papers were included for
ualitative and quantitative synthesis. 
ata extraction 
A Microsoft Excel data extraction form was developed to capture the
equired data. Two independent reviewers [SS & CN] read the full text
f the articles and extracted study characteristics such as the country
f resettlement and country of origin, author, publication year, study
eriod, study design, methodology, model/intervention descriptors and
elevant findings. The extraction form was also used to identify criti-
al details of each article’s maternal health service delivery approach,
ncluding their study’s processes/pathways, type of services, provider,
ocation, coordination and access. 
ssessment of quality of methods 
The quality of the nine articles was assessed using validated tools
 CASP, 2018 ; Hong et al., 2018 ) and each article given an overall rating
s ‘strong’ (70% score),’ moderate’ (55% score), or ‘weak’ (40% score).
or articles with qualitative studies, we used the CASP checklist to assess
en subcategories: the clarity of their aims, methodologies, sampling and
ata collection strategies, the relationship between researcher and par-
icipants, ethical considerations, findings and the value of the research.
e also used the mixed methods appraisal tool (MMAT) for articles with
ifferent study designs ( Hong et al., 2018 ). This review aimed to iden-
ify appropriate health services responses to the maternal healthcare
eeds of African refugee women in HIC. All the articles included pro-
ided valuable data relevant to the review question and rated in the
moderate’ quality categories. 
ata analysis 
We employed a content analysis guided by the framework of ac-
ess to healthcare ( Levesque et al., 2013 ) to identify appropriate health
ervice responses to the maternal healthcare needs of African refugee
omen in HIC. Content analysis involves identifying key characteristics
f texts systematically and objectively to validate findings across studies
 Bengtsson, 2016 ; Neuendorf, 2016 ). Accordingly, the first two authors
ead the articles multiple times and scrutinised the findings section to
dentify key outcomes of interest. An analytical template was used to
rganise the data. The portions of data relevant to the research ques-
ion were extracted and examined for three dimensions of accessibility:
C. Njue, S. Sharmin and A. Dawson Midwifery 104 (2022) 103187 
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i  cceptability, cost and associated outcomes. The findings comprised di-
ect quotes and quantitative data, which provided new insights, under-
tandings, and, consequently, a guide for African refugee women’s broad
ervice delivery responses in HIC. 
esults 
Nine studies were included in the review. Four studies were qualita-
ive, two quantitative, and three studies used mixed methods . In addi-
ion, the quality of the methods was assessed (see Supplementary file 2) .
f the nine studies included in the review, five were conducted in the
SA, one in Canada, one in Sweden, Australia and South Korea. About
00 women participated in the studies, amongst those listed include the
SA (536), Canada (8), Sweden (9), Australia (23) and South Korea (6).
any of these women had received permanent residence visas, while
ome had newly arrived and were in the process of getting permanent
esidence. 
The women were of different ethnic compositions; they varied
n terms of culture, race and religious considerations, with study
articipants originating from the countries: Somalia, Sudan ( Correa-
elez, 2012 ), Eritrea ( Correa-Velez, 2012 ; Floyd and Sakellariou, 2017 ),
thiopia ( Correa-Velez, 2012 ; Floyd and Sakellariou, 2017 ; Hjelm,
018; Kim et al., 2017 ), Kenya ( Correa-Velez, 2012 ), Sierra Leone
 Correa-Velez, 2012 ) Algeria ( Hjelm et al., 2018 ), Morocco ( Hjelm et al.,
018 ), Burundi ( Correa-Velez, 2012 ), Republic of Congo ( Correa-
elez, 2012 ), Liberia ( Correa-Velez, 2012 ; Floyd and Sakellariou, 2017 ;
im et al., 2017 ), Cote d’Ivoire ( Kim et al., 2017 ), Mali ( Kim et al.,4 017 ), Rwanda ( Correa-Velez, 2012 ), Tanzania ( Correa-Velez, 2012 )
nd The Gambia ( Hjelm et al., 2018 ). Of these countries, Somalia, Er-
trea, the Republic of Congo, Sudan and Liberia are classified as frag-
le and conflict-affected states ( World Bank, 2020 ). Ethiopia is also
urrently experiencing unrest. Most (486) of the studies’ participants
re refugee women originating from Somalia, a country where 98%
f women have undergone some type of FGM ( Madeira et al., 2019 ).
ost participants had basic to medium levels of education ( Banke-
homas, 2019 ; Kim et al., 2017 ; Odunukan et al., 2015 ). Table 1 sum-
arises the characteristics of the included studies. 
Table 2 provides an overview of the studies’ outcomes according to
he identified models of care. Four models emerged from the content
nalysis. The midwifery-led care model, hospital-based, integrated care
odel, primary care physician/GP-led fully integrated care model and
 holistic refugee-specific health care model. 
idwifery-led care 
A qualitative study ( Madeira et al., 2019 ) at a health centre in an
rban Midwestern setting in the USA described a midwifery-led care
odel for low-income prenatal women. Participants were primarily non-
nglish speaking and from the Somali community in Eastern Africa.
omali has some of the highest numbers of refugees and internally
isplaced persons and about 98% of women experience female geni-
al mutilation, with the severest forms of FGM, Types II (intermediate
GM or excision) and Type III (infibulation) practised. Pre- and post-
ntervention data were collected to assess the design and implementa-
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Table 1 
Summary of outcomes identified in the included studies. 
Reference 
Sample population 
(and Country) Model of care Provider 
Details /characteristics of 
interventions Findings 
Ameresekere et al. 
(2011) 














- Care in a medical centre 
providing ANC services for 
Somali women who had 
undergone a caesarean delivery 
and FGM 
- Women face unique challenges 
due to high rates of FGM, 
including higher caesarean 
delivery rates than their 
non-Somali peers. 
- Examined perceptions of Somali 
refugee women regarding 
caesarean delivery and 
patient-provider communication 
about 
female genital mutilation and 
childbirth. 
-Women listened to advice from their 
physicians over friends and family. 
- Women reported that they would have a 
caesarean delivery if their physicians 
advised that it was in their best interest 
even if family and friends disagreed. 
- Women feel that labour is rushed in the 
USA, and physicians decide that a woman 
needs a caesarean too quickly. 
- Some felt pressured to undergo a 
caesarean delivery by physicians if they 
did not deliver within a specific time 
frame. 
- Women had little personal knowledge of 
caesarean delivery and had limited 
discussion with physicians about it during 
prenatal visits, the result of which many 
became fearful when they were told that 
they might need to have one. 
- Women wanted the procedure and the 
need for the process to be explained 
clearly. 
- Physicians infrequently discussed FGM. 
Fifteen of the 23 women reported that it 
was never mentioned; six said that their 
physician acknowledged their FGM but 
did not discuss it in the context of 
delivery. Five women indicated that they 
wished their physicians had discussed it. 
Banke-Thomas et al. 
(2019) 
427 Somali refugee 
reproductive-age 
women 
- Ages 18–49 years 
390 (92%) had at 
least primary 
education, 32 (8%) 
had no 











- Provision of maternal and 
reproductive health across the 
entire continuum of care 
(prenatal 
care, intrapartum care, postnatal 
care, and family planning) 
- Study examined maternal and 
reproductive health (MRH) access 
of Somali refugees in the U.S. 
across four access dimensions 
(willingness to seek care, gaining 
entry to the health system, seeing 
a primary provider, and seeing a 
specialist) 
- Most Somali refugee women were 
married (68%), attained primary 
education (92%), employed (64%), and 
had undergone FGM (82%). 
- Young (OR 2.61, 95% CI 1.25–5.60), 
single (OR 1.78, 95% CI 1.15–2.78), and 
minors upon arrival (OR 2.36, 95% CI 
1.44–3.90) were more willing to seek 
care. 
- Women who had been cut previously 
had almost 50% (CI 0.30–0.94) less odds 
of being willing to seek MRH than 
those who had never undergone FGM. 
- Women with the more severe FGC types 
felt even less willing 
[T ype II (CI 0.17–0.83) and T ype III (CI 
0.32–0.98)], 
- Lack of insurance, limited language 
fluency, and having undergone FGM 





women from the 




Republic of Congo, 
Kenya, Sierra Leone, 
Rwanda and 
Tanzania and, and 
168 hospital staff
members 
- Mean age (years) ± 
SD (range) 









- A large maternity centre in the 
public hospital providing tertiary 
services for women and babies, 
including obstetric medicine, 
perinatal outreach education, and 
midwifery group practice 
- multifaceted project cutting 
across clinic service delivery, 
allied health including social 
work and interpreting services 
-The study examined key 
elements that characterize the 
best practice model of 
hospital-based maternity care for 
African refugee women. 
- Women respondents felt that hospital 
staff were respectful and understanding of 
their cultural background 
- Multiple challenges encountered 
accessing maternity services, including 
the long waiting time to get hospital 
appointments due to limited availability 
of interpreters at the community general 
practitioners and in hospital 
- Lack of translated information prevented 
women from gaining a deeper 
understanding of issues 
- Adverse experiences during 
appointments with interpreters due to 
their age and gender, and competence in 
providing complete information and help 
to prepare for labour, birth, and the 
postnatal period 
- Use of technology during labour was 
distressing, compounded by a limited 
explanation from staff about the need and 
objectives of the technology 
( continued on next page ) 
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Table 1 ( continued ) 
Reference Sample population 
(and Country) 
Model of care Provider Details /characteristics of 
interventions 
Findings 
- Healthcare workers expressed the 
frustration of being unable to 
communicate with African women in a 
meaningful way due to the language 
barrier, even when using interpreters. 
- 38% of health workers believed that the 
time allowed for delivering care with an 
interpreter was insufficient, 34% reported 
being familiar with the effects of torture 
and trauma, 30% with FGM, and 10% 
with traditional birthing practices of 
African-born women. 
- Lack of home visits by hospital staff after 
discharge from hospital; continuity of 
care was identified as an essential factor 
for improving quality of care, trust and 
confidence, and overall satisfaction 









educators and public 
health nurses 
- Obstetric care comprised of 
regularly scheduled prenatal 
appointments 
- Targeted Somali prenatal 
education videos used in a 
prenatal care clinical setting 
- Topics include preparation for 
pregnancy, nutrition and 
exercise, pregnancy myths/facts, 
the father’s role, episiotomies, 
and caesarean sections 
- Surveys conducted with 22 
Somali women attending prenatal 
care 
- The amount of information, clarity of 
messages, and helpfulness of videos 
viewed were rated highly. All clients 
"strongly recommended" and rated the 
videos as "appropriate for Somali clients," 
57% indicated the information was "just 
the right amount," and 60% found the 
videos "extremely helpful." 
- Primary care physicians indicated that 
24% of appointments were "more 
interactive," with 72% finding videos 
"somewhat" or "extremely helpful.". 
- Video formats for prenatal education are 
acceptable to Somali women, with most 
clients preferring video health education 
materials presented in the Somali 
language. 
- Culturally tailored health education 
video series for Somali women appear 
helpful in facilitating client-provider 












primary health care 
model 
- Health care access for African 
women with limited literacy 
- Newly arrived refugees receive 
a brief health assessment at a 
refugee-specific clinic and can 
continue to receive healthcare 
through this clinic for their first 
few years in the country. 
- They can also access care in 
local clinics. 
- The study established that the new 
arrivals face language barriers, literacy 
challenges, and challenges related to 
adaptation to their new environment, 
leaving most feeling isolated while 
accessing healthcare. 
- Access was further hindered because 
refugee clinics were only open during 
regular business hours, so the women had 
to use walk-in GP fee-based clinics or 
hospitals near their homes when they or 
their children were ill outside of these 
hours. 
- Where interpretation services were not 
provided, interaction with health 
professionals in the care process was 
further hindered. 
Hjelm et al. (2018) Nine refugee women 
born in African 












-Management of complications in 
pregnancy, including gestational 
diabetes 
-A midwife does the screening for 
GDM at a healthcare centre in the 
28th week or 12 weeks in the 
case of heredity of diabetes 
mellitus or previous GDM. 
-Women testing positive are 
referred to as an outpatient 
specialist diabetes clinic. 
-Clinics have a diabetes care team 
working with all kinds of 
diabetes. 
-Healthcare models were perceived as 
functioning well by the women, who 
reported that they got the help they 
needed. 
-Access to diabetes care and healthcare, in 
general, was described by most as 
unproblematic and easy throughout 
pregnancy and after delivery. 
-Health professionals were perceived as 
an essential source of information. 
-Communication and contact with 
healthcare staff: time provided for 
consultations with healthcare 
professionals reported as insufficient. 
-Professionals and relatives (husband) 
were used as interpreters if needed 
( continued on next page ) 
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Table 1 ( continued ) 
Reference Sample population 
(and Country) 
Model of care Provider Details /characteristics of 
interventions 
Findings 
Kim et al. (2017) 6 African refugee 
mothers 
from Liberia, 
Republic of Cote 
d’Ivoire, Mali, and 
Ethiopia 
- Ages 25–39 years 
Education ranges 









- Studied immigrant women’s 
access to care if they had no 
insurance. 
- Korean government provides a 
subrogation payment system for 
assistance in a medical 
emergency available to African 
refugees. Still, hospitals tend to 
be reluctant to use it due to its 
administrative complexity. 
- None of the study participants had 
health insurance at the time of childbirth. 
- Hospitals that charge fees were reluctant 
to care for patients who did not have 
health insurance. 
- Free or subsidized prenatal care was 
offered in only a few health centres, so 
the women spent large amounts of time 
travelling during pregnancy. 
- Access to healthcare was impeded by 
cultural differences, linguistically 
appropriate health information, limited 
access to translation services, and 
communication barrier between the 
women and healthcare professionals 
Madeira et al. (2019) 14 Somali women in 
the Midwestern USA 






model for women 








- Certified nurse-midwife (CNM) 
provides all care to pregnant 
women 
-CNM did not provide 
intrapartum care; women chose 
to give birth at nearby urban 
hospitals 
- 151 (87%) of East African 
descent initiated prenatal care at 
the clinic 
- Pregnant Somali received 
prenatal care and participated in 
a Hooyo Group Prenatal Care 
(GPC) at the clinic explicitly 
designed for Somali women. 
- The women attended biweekly 
sessions, including individual 
assessment and education, 
exposure to integrative health 
therapies, and group discussion. 
- Seventeen Somali women participated in 
a median of two sessions (range = 1–7). 
- Satisfaction was high: 93% of women 
(13/14) preferred group to individual 
prenatal care 
- Care priorities for these women included 
stress management, individualized and 
personal care, education focus, and caring 
healthcare professionals. 
- Concerns included childcare and 
maintaining privacy. 
- Challenges of GPC included low 
attendance, women’s hesitancy to ask 
questions during group discussions. 
- Common reasons for lack of attendance 
were preference for individual care, work 
hours, lack of transportation and 
childcare. 
- Self-reported overall knowledge was 
significantly higher compared with 
pre-Hooyo participation ( p < .001): 
- Self-reported results for knowledge of 
safe exercise in pregnancy ( p = .02), 
exclusive breastfeeding ( p = .04), what 
happens in the hospital ( p = .02), and 
stress management ( p = .03) increased 
after GPC participation 
- Women cited awareness of personal 
health, stress reduction, building 
community, and sharing wisdom as 
examples of new knowledge gained 
through group education and peer-to-peer 
discussions 
Odunukan et al. (2015) 50 Somali women 
- Age range 18–90 
years 
Education: never 
attended school 14, 
primary 
school/some high 
school 25, high 
school graduate or 
higher 9 
(USA) 








- Access to medical care for 
Somali women in Primary Care 
Internal Medicine Clinics in the 
Midwest 
- Physical examination 
performed- genitalia/pelvic, 
breast, abdominal, chest/back, 
extremity, and head/neck 
examination 
- Support of Somali speaking 
interpreters 
- Survey of 50 Somali women’s 
comfort with different 
components of the physical 
examination by primary care 
physicians and interpreters of 
different genders and races 
- Somali women’s discomfort with 
patient-provider gender discordance may 
contribute to the known disparities in 
adherence to preventive health screening 
amongst Somali women, particularly for 
sensitive procedures (e.g., breast and 
cervical cancer screening). 
- Most of the participants in this study (49 
of 50) reported "no problem" to each 
component of the physical examination 
being performed by a female provider 
- the majority said that the performance 
of genitalia/pelvic examination (82%), 
breast examination (81%), and abdominal 
examination (71%) by male providers was 
"definitely a problem." 
- According to the preference for 
conducting the physical examination, the 
majority of participants (78%) ranked all 
three female providers (white, black, 
Asian) higher than the two male providers 
(white, black). 
- Responses reflected significantly higher 
discomfort with the presence of a male 
Somali interpreter during the physical 
examination compared with a female ( P < 
.01 for each). 
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Table 2 
Overview of the outcomes (all studies). 
References 
Midwifery-led care model 
Hospital-based, integrated care 
model 
Primary care physician/GP-led 
fully integrated care model 
supported by specialist services 
Holistic refugee-specific model 
(one-stop shop) 
cost acceptability cost acceptability cost acceptability cost acceptability 
Ameresekere et al. (2011) 
√
Banke-Thomas et al. (2019) 
√ √




Floyd & Sakellariou (2017) 
√
Hjelm et al. (2018) 
√
Kim et al. (2017) 
√ √
Madeira et al. (2019) 
√

































































































s  ion of the Hooyo group prenatal care (GPC) model for Somali women
eceiving prenatal care at the clinic and evaluate participants’ satisfac-
ion, knowledge and engagement. Care priorities included an educa-
ional focus on stress management and individual care. As a result, self-
eported knowledge of safe exercise in pregnancy ( p = .02), breastfeeding
 p = .04), hospital experience ( p = .02) and stress management ( p = .03) in-
reased after GPC participation. In addition, satisfaction was high, with
3% of women (13/14) preferring group prenatal care. This satisfac-
ion is corroborated in interviews: “[Hooyo] educates women about stress,
bout labour, about how to relax. It also helps them get together with other
omen … it just gives the attention to mamas ” (Mother of five). 
While GPC was seen as an educational and social space to share wis-
om on pregnancy, labour and the postpartum period, challenges in-
luded low attendance and women’s hesitancy to ask questions during
roup discussions. Common reasons for lack of attendance included a
reference for individual care, work hours and a lack of transportation
r childcare. 
ospital-based integrated care 
Three studies ( Correa-Velez, 2012 ; Hjelm et al., 2018 ; Kim et al.,
017 ) described a hospital-based care model where African refugee
omen had their maternal healthcare managed. 
Correa-Velez and Ryan (2012) used a multi-method study to in-
estigate key elements characterising African refugee women in Aus-
ralian hospital-based maternity care. A maternity chart audit describ-
ng 83 women’s hospital use between 2004 and 2007 and their obstet-
ic outcomes identified complex medical and social histories, including
naemia (23%), female circumcision (11%), hepatitis B (11%), throm-
ocytopenia (11%), hypertension/preeclampsia (5%), and barriers to
ccess antenatal care (10%). The rates of caesarean sections with com-
lications (5% to 13%) and obstetric complications (12% to 16%) in-
reased over time. A total of 23 women and 168 hospital staff partici-
ated in interviews. Most respondents felt that the staff were respectful
nd understood their cultural background ( Correa-Velez, 2012 ). Effec-
ive engagement and care continuity were identified as important re-
uirements to improve care quality, trust and overall satisfaction. One
oman said: 
“The same person will know exactly where and how you are progressing,
nd it builds trust and confidence. I love the way they follow up things and
he care provided to me and my baby ” (Pg.18). 
Several challenges were identified including difficulties making ap-
ointments due to the limited availability of appropriate interpreters
nd lack of translated informative materials. Some women felt the in-
erpreters’ information during appointments was inadequate to prepare
or labour and the postnatal period. A woman said: 
“Information was partial. For example, I did not know what to take with
e for labour until I inquired myself ”. 
The capacity of interpreters was reported to impact women’s well-
eing negatively: 8 “I was provided with a young girl interpreter; she was unfamiliar with
omen’s problems. ”
Another woman reported: 
“I was unhappy when a male interpreter was called when I had a miscar-
iage, I didn’t like it and it took me a while to forget ” (Pg.16). 
These negative experiences were reported as distressing and under-
ined trust in providers ( Correa-Velez, 2012 ). Healthcare workers also
ited difficulties communicating with African women, even with an in-
erpreter present, describing challenges such as the lack of familiarity
ith torture and trauma effects, FGM, traditional African birthing prac-
ices and insufficient time with a woman and the interpreter. Only a
hird of health professionals reported confidence when working with
frican-born women, highlighting the need for education and profes-
ional development on cultural issues and appropriate communication
ethods. One provider noted: 
“In-services are appreciated and can have a spreading effect on staff
nowledge and practices. If we are going to deliver holistic care to these
omen and families, then all staff need an [training] overview ” ( Correa-
elez, 2012 ) (Pg.19). 
In a qualitative study, Hjelm et al. (2018) explored information and
xperiences of pregnant African women receiving maternity healthcare
n Sweden before/after childbirth as well as the women’s health be-
iefs and illnesses. The study also explored the healthcare of pregnant
omen affected by gestational diabetes mellitus (GDM). GDM was one
f the top pregnancy-related severe problems for women of African ori-
in and was associated with an increased risk of poor pregnancy out-
omes. The women were screened for GDM at 28 weeks’ gestation or
he 12th week in the case of hereditary mellitus or previous history
f GDM. Women with GDM were referred to an outpatient specialist
iabetes clinic, where a care team of specialist nurses and physicians
including endocrinologists) cared for them. 
Nine women from the countries of Algeria (1), Ethiopia (1), Gambia
1), Morocco (2), and Somalia (4) were interviewed. Women were satis-
ed with the communication between themselves, midwives and staff at
he outpatient specialist diabetes clinic. Healthcare professionals were
een as valuable sources of knowledge of GDM for pregnant women and
redited with providing help and support which was calming and al-
ayed fears throughout pregnancy and after childbirth, as illustrated: “I
elt worried and sad, I went home to cry…that was before I met the physi-
ian who said: ’it is easy to prevent and it will possibly disappear after deliv-
ry ” (R33, antenatal). For women who received information and regular
ollow-up after childbirth, the emphasis of the service was lifestyle tran-
itions and described as empathetic, accessible and available: " I haven’t
ad any problems. If I want to see a particular person, I get an appointment
hen I call … I get help" (R 55, antenatal). 
A qualitative study by Kim et al. (2017) described services in a Ko-
ean government-supported antenatal care (ANC) for refugee women.
he researchers interviewed six African refugee women from Liberia
2), Cote d’Ivoire (2), Mali (1) and Ethiopia (1) who received ANC in
elected health centres. The women and providers describe challenges






























































































































a  aced in navigating the delivery system. The women had mixed feel-
ngs, with some reporting ‘high’ satisfaction with the maternal health
ervices: 
“Every time when I went for antenatal care, the service was good. I think
n Korea, the doctors think life first, more especially when it comes to baby
nd mother. [So] They give them good care and attention ” (Woman D). 
Although the women were generally optimistic about the support
rovided to access free or subsidised government services, the complex-
ty of navigating the process was daunting. These women described com-
unication barriers, long wait times for appointments and distance to
overnment-supported health facilities as factors impeding access and
se of maternal care services. One woman stated: “To visit a free hos-
ital for [a] perinatal check-up, which was far from here, I should take a
us. Sometimes, hospitals refused to check in because the process was too
omplex, especially during [the] night-time ” (Woman C). The hospital staff
escribed low health literacy and cultural differences as barriers and ex-
ressed reluctance to use the reimbursement system given the adminis-
rative complexity of the process. Overall, the women expressed a strong
esire to have health insurance to expand and ease their access to free
ublic healthcare ( Kim et al., 2017 ). 
rimary care physician-led integrated primary care 
Five studies from the USA ( Ameresekere et al., 2011 ; Banke-
homas, 2019 ; DeStephano et al., 2010 ; Morrison et al., 2013 ;
dunukan et al., 2015 ) described primary care physicians as the first
oint of contact during maternal healthcare and referral for African
efugee women. 
Ameresekere et al. (2011) conducted a qualitative study to explore
he ANC perceptions and experiences of 23 Somali women with FGM
n a medical centre. Five of these women had also experienced a cae-
arean delivery. Women had little knowledge of caesarean sections at
elivery time and limited discussions with physicians during antenatal
isits. Many women were fearful of caesarean sections and concerned
hat their body would never return to normal after the operation: 
"You have to be careful with everything when you have surgery. You
an’t do things that you are supposed to do; you can’t lift weights…With
 c-section, you are not normal for the rest of your life" . (37 years old, 6
hildren, 8 years in USA, no previous caesareans). 
Women feared dying and were concerned that physicians might rush
heir labour: " If [the] baby doesn’t come, they don’t wait; they want you to
ave c-section. Back home when its time [for labour] you call [the] midwife
nd she doesn’t push you " (36 years old, 9 children, 8 years in USA, 2 pre-
ious caesareans). The obstetric care providers infrequently discussed
GM during care encounters. Healthcare professionals mentioned dif-
culties discussing FGM in the context of delivery and the associated
bstetric complications ( Ameresekere et al., 2011 ). 
Banke-Thomas et al. (2019) examined four access dimensions - will-
ngness to seek care, gain entry to the health system, see a primary care
hysician and see a specialist - amongst 427 Somali refugee women ac-
essing maternal and reproductive health (MRH) care in the USA. Most
omali refugee women were married (68%), attained primary educa-
ion (92%), employed (64%), and have undergone FGM (82%). Young
OR 2.61, 95% CI 1.25–5.60), single (OR 1.78, 95% CI 1.15–2.78) and
inors upon arrival (OR 2.36, 95% CI 1.44–3.90) were more willing to
eek care than those who arrived as adults. Lack of insurance, limited
nglish language skills and having undergone FGM limited the women’s
ccess to care. 
Odunukan et al. (2015) conducted a pictorial survey with 50 So-
ali women in a large primary care practice to understand the level
f women’s comfort during breast and cervical cancer physical exami-
ations in the presence of interpreters of different genders and ethnic
ackgrounds. Most women (49 of 50) reported: " no problem " to each
omponent of the physical examination being performed by a female
hysician, while an examination by a male physician was said to be
 definitely a problem " (genitalia/pelvic examination (82%), breast exam-9 nation (81%), and abdominal examination (71%)) ( Odunukan et al.,
015 ). 
DeStephano et al. (2010) described the co-creation of a health ed-
cation program for Somali women attending antenatal care in a GP-
linical setting. Using a post-test design, the study team evaluated the
se of videos with 22 Somali women who could not read conventional
aterials. The videos covered several topics, including preparing for
regnancy and birth, nutrition and exercise, pregnancy myths, the fa-
her’s role as well as interventions in labour such as episiotomies and
aesarean sections, and why they may be required. Women appreciated
he information as it improved their understanding of caesarean sec-
ions: 
"I was scared of caesarean sections, but now I’m not as scared…I was
old that doctors want to cut people open, but I don’t think that after this
ideo [understanding caesarean sections]". 
The women strongly recommended videos presented in the So-
ali language as an appropriate and valuable clinical health education
edium to dispel fears and misinformation about labour and birth with
he community ( DeStephano et al., 2010 ). 
olistic refugee-specific primary health care (one-stop-shop) 
A qualitative study by Floyd and Sakellariou ( Floyd, 2017 ) examined
ight women’s healthcare experiences (3 Somali, 2 Liberian, 2 Eritrean,
nd 1 Ethiopian). The women received care from a state-run specialist
efugee clinic in Canada that provided access to a wide range of essential
rimary and specialised antenatal and obstetric care. Women were sat-
sfied with the health checks, appointment reminders, the interpreters,
he timing for consultations, free health education and language classes,
upport for referrals and social services. The women recognised their
ack of education and were determined to improve the basic literacy
nd health literacy skills required to gain independence. The women
ook pride in the advances they made after several years in language
lasses: “Sometimes I go to [the] hospital. People say, ’Do you know your
irthday? Do you know what time you come [in]? When people ask me now,
 say yes. I explain. ” (P - 1). 
Although considered popular, the refugee-specific clinic model oper-
ted only within regular business hours (9am–5 pm). Women described
ow they sought care in walk-in fee-based general practice clinics or
ospitals that were near their homes, specifically when they or their
hildren were ill outside business hours (evenings and during the night).
n the GP clinics, they had no interpreter services and often relied on
eighbours, friends or their children to interpret. 
iscussion 
This review explored maternity care models in primary and ter-
iary service settings delivered to refugee women from Africa by mid-
ives, primary care physicians (equivalent to general practitioners in
he UK or Australia) and specialist medical and allied health profes-
ionals. The review identified their experiences receiving maternal care
nd their reported healthcare needs and broadly presented a variety
f service care responses. The participants of the review studies origi-
ate from nine countries with distinctive cultures, languages and reli-
ious values, which may play an important role in their maternity care
 Reitmanova, 2008 ). The women also represent a vulnerable popula-
ion group who have experienced violence. The practices, conflicts and
iolence may expose them to unique health issues, such as low levels
f contraceptive use, unsafe motherhood and an extremely high preva-
ence of female genital cutting ( Gele AA, 2019 ; Madeira et al., 2019 ;
NICEF, 2019 ). 
Given this background, the evidence shows that most women in
he nine studies were satisfied with their care when they felt appreci-
ted and respected. The women valued social support, language classes,
ccessible information, education, and communication (IEC) materi-
ls. The women were receptive to participating in group-based health




































































































































e  ducation that was in their language and incorporated multimedia.
his is similar to a study amongst immigrants in a prenatal educa-
ion program whereby women were satisfied with the care they re-
eived in a group setting ( Coley, 2012 ). Another study describes a model
f care for immigrant women, which adopts a holistic approach and
onsiders women’s social, emotional, psychological and physical needs
 Owens et al., 2016 ). Consistent with other studies ( Byrskog et al., 2015 ;
igginbottom et al., 2016 ; Owens et al., 2016 ), the African women pre-
erred female providers and valued extended consultations, competent
nterpreters and health staff continuity of care. These factors have been
eported in other studies to improve women’s trust and confidence in
are ( Byrskog et al., 2015 ; Coley, 2012 ), including the use of cultur-
lly diverse female interpreters to ensure effective communication and
 culturally safe care environment ( Nithianandan et al., 2016 ). 
While findings show that the women had positive experiences of tai-
ored maternity care models, communication barriers, the complexity
f navigating the care process, travel costs and other out-of-pocket costs
ssociated with care were concerns that affected equity-centred mod-
ls of maternity care. Out-of-pocket spending has been reported as a
nancial burden that migrant and refugee women bear to access nec-
ssary care during pregnancy, follow-up or to obtain some prescribed
edicines as not all services are covered under existing health insur-
nce ( Higginbottom et al., 2016 ). These women also noted that these
osts and the lengthy administrative procedures involved to seek a claim
efund prohibited them from getting their prescriptions filled and in-
reased the workload for providers issuing them, also noted in other
tudies ( Higginbottom et al., 2016 ). Nevertheless, health insurance was
een as a viable option for refugee women to access care anywhere,
ith this funding model noted in Portugal ( Almeida et al., 2014 ) and
taly ( Chiavarini et al., 2016 ). 
Other studies have found that language and communication issues
ith health care providers affect women’s satisfaction with care. For
xample, Banke-Thomas et al. (2019) found that low levels of English
ealth literacy led to poor quality medical consultations for refugees
nd migrants. Mumtaz et al. (2014) observed that language barriers
imit refugee and migrant’s opportunities to express their feelings, ar-
iculate their situation and understand the medical terms used in care
nteractions. Consistent with the results of other studies, culturally tai-
ored communication and education information has been proposed to
romote health literacy and secure continuity of maternity care for
omen ( Banke-Thomas et al., 2017 ; Owens et al., 2016 ). As Banke-
homas et al. (2017) suggests, motivation, logistic and language sup-
ort from partners, community members, and trained health advocates
re critical drivers to improve women’s ability to communicate with
aternity care providers and attend appointments. 
The use of culturally tailored resources - including short videos and
ther electronic resources - can improve African women’s health literacy
nd build confidence in their ability to access care and effectively com-
unicate their needs. For example, access to internet-enabled phones,
argeted text messages and computers with health content and libraries
f health videos are promising opportunities to improve health liter-
cy and support access to maternal healthcare for refugee communi-
ies ( WHO, 2019 ). Studies have found that text messages are successful
t promoting patient-physician communication, preventive screening or
IV testing. They are also capable of tracking and delivering appoint-
ent and consultation schedules, in-kind aid and facilitating cash as-
istance programs ( Cole-Lewis, 2010 ; UNHCR, 2020 ). Therefore, more
reative and inclusive approaches are necessary to improve health liter-
cy using digital tools ( UNHCR, 2020 ; WHO, 2019 ). 
Other studies have also noted the limited availability of formally
rained interpreters and interpreters skilled in the language required by
omen. These shortages are likely to have led to family members acting
s interpreters ( Higginbottom et al., 2016 ; Straiton and Myhre, 2017 ).
he use of family members as interpreters or those without formal qual-
fications can breach patient confidentiality, affect the communication
f essential information or lead to miscommunication ( Krupic et al.,10 016 ; Vanpraag et al., 2018 ). This review highlights the need to increase
he availability and appropriate use of culturally literate and socially
ompetent interpreters working in maternity care services as well as
he time available for such consultations ( Floyd and Sakellariou, 2017 ;
oshi et al., 2013 ; Krupic et al., 2016 ). In a study of women from cul-
urally and linguistically diverse (CaLD) backgrounds, the women de-
cribed the value of bicultural workers, services under one roof, infor-
ation materials in their own language, continuity of care, and longer
onsultation time as beneficial, allowing women to ask questions and
etter understand their pregnancy ( Owens et al., 2016 ). 
This review identified the need for culturally competent healthcare
nteractions to improve trust and repeat care visits. Mistrust may lead
omen to withdraw from care ( Ussher et al., 2017 ). Gaps in provid-
ng culturally safe and competent care have also been found to in-
rease a woman’s anxiety and feelings of being judged or undervalued
 Agbemenu et al., 2019 ; Thomas et al., 2010 ). Some studies described
pecialised and holistic community-based programs for refugee popu-
ations as being culturally competent as they provide a "one-stop shop
ffering, amongst other things, language skills training and interpre-
ation services and have readily available multilingual highly trained
taff" ( Kentoffio et al., 2016 ; Stapleton et al., 2013 ). Communication and
kills-building programs for health professionals are equally important
t all maternal healthcare services serving women from culturally and
inguistically diverse refugee backgrounds. These capacity responses
ill allow care teams to better understand the refugee women’s values
nd cultural practices, allocate sufficient time to listen to the women,
dvance equity and empower women to make informed care decisions.
he implementation of strengths-based, cross-culturally informed and
esponsive approaches to maternity care and social support for African
omen can optimise healthcare interactions and increase care satisfac-
ion, thereby improving continuity of care, referrals and maternal health
utcomes ( Owens et al., 2016 ; Pangas et al., 2019 ; Rogers et al., 2020 ).
This review did not identify any research that examined collabo-
ative, multi-sectoral approaches that linked community, primary and
ertiary hospital-based maternity care models to ensure continuity of
are. However, recent research shows that the success of compassionate,
oman-centred healthcare models often draw upon primary prevention
nd community resources to provide women with respectful care that
ften depends on healthcare professionals across the care continuum.
his includes the involvement of primary care teams and frontline ma-
ernal care providers to deliver critical follow-up and sustained actions
ithin the community ( Amarashingham et al., 2018 ; CARE). Concerted
ultifaceted implementation efforts are, therefore, required to provide
eamless transitional care across settings; from the point of care at the
acility to the community’s point of need to ensure adequate information
n care continuity and referrals to appropriate services for refugees and
igrants ( Amarashingham et al., 2018 ). The WHO guidance on refugee
nd migrant health recommends inter-collaborations across all silos of
he care continuum to avoid duplication and ensure people-centred, cul-
urally safe maternal care approaches that are inclusive, comprehensive
nd holistic ( WHO, 2018 ). The Ottawa Charter framework is fundamen-
al to reorient maternal healthcare services towards comprehensive ap-
roaches and guide service delivery systems to work collaboratively. 
This review has several limitations. First, few studies met the inclu-
ion criteria, and those included had limited participant samples and
ainly described women’s satisfaction with care. Second, we had great
ariability of participants from diverse countries in Africa. However,
ince different categories of refugees may judge quality differently and
he participants were of diverse ethnic and cultural compositions, these
hallenges may limit our ability to generalise findings to all African
efugee women living in HICs. Nonetheless, the results showing broad
aternity service delivery responses based on participants’ experiences
rovide a valuable point for research and conversations to better un-
erstand specific needs, outcomes and models of care for diverse, vul-
erable groups of African refugee women in HIC. There is also limited
vidence of women seeking care with husbands or partners and how this











































































































mproves understanding and satisfaction with maternal care services. Fi-
ally, there is limited evidence on the effectiveness of interventions tar-
eting maternal health for pregnant and postnatal well-being amongst
frican women of refugee backgrounds. As a result, we could not draw
onclusions concerning health outcomes. 
mplications and conclusions 
While there is limited evidence of tailored service models for African
efugee women accessing pregnancy, childbirth and postnatal services,
vailable research shows gaps in communication due to language barri-
rs and low health literacy. Improving these constraints can maximise
omen’s potential to engage in decision-making to address their ma-
ernity needs and concerns. These findings reinforce the importance of
ommunication training for maternity healthcare professionals, the use
f multimedia educational resources, health literacy interventions and
trength-based communication to break down barriers faced by women
uring pregnancy, childbirth and the postnatal period. Review findings
uggest that a universal woman-centred whole-of-system care approach
hat draws on all stakeholders’ experiences can deliver integrated mater-
ity care for African refugee women. Key elements of innovative models
f maternity care will require a clear definition of the refuges, maternity
are pathways and service responses that are affordable, culturally safe,
espectful, compassionate and developed in partnership with refugee
omen, community services and critical frontline staff. 
ontributions 
Conceptualization of study: CN and AD; Data search, data extraction,
nd review of articles: CN and SS; Manuscript preparation: CN; Review-
ng manuscript: AD, SS, and CN. All authors approved the final version
f the manuscript. 
eclaration of Competing Interest 




We thank and acknowledge the School of Public Health, UTS, for
upporting this study. We also thank Priscilla Moca for proofreading the
anuscript. 
unding sources 
This work was supported by the University of Technology Syd-
ey , through an ongoing Chancellor’s Post-doctoral Research Fellowship
PRO17–3914–2018–2022) awarded to the lead investigator. 
upplementary materials 
Supplementary material associated with this article can be found, in
he online version, at doi: 10.1016/j.midw.2021.103187 . 
eferences 
bdalla, S.M., Galea, S., 2019. Is female genital mutilation/cutting associated
with adverse mental health consequences? A systematic review of the evi-
dence. BMJ Global Health 4 (4), e001553. doi: 10.1136/bmjgh-2019-001553 ,
https://doi.org/http://dx.doi.org/ . 
BS, 2008. 3416.0-Perspect. Migrants Retrieved 20/11 from . 
gbemenu, K., Auerbach, S., Murshid, N.S., Shelton, J., Amutah-Onukagha, N., 2019.
Reproductive health outcomes in African refugee women: a comparative study. J.
Women’s Health 28 (6), 785–793. doi: 10.1089/jwh.2018.7314 . 11 IHW, 2014. Nomenclature for models of maternity care: literature review, July
2012 —Foundations for enhanced maternity data collection and reporting in Australia:
National Maternity Data Development Project Stage 1 . 
lmeida, L.M. , Caldas, J.P. , Ayres-de-Campos, D. , Dias, S. , 2014. Assessing maternal
healthcare inequities among migrants: a qualitative study. Cadernos de Saúde Pública
30, 333–340 . 
marashingham, R. , Xie, B. , Karam, A. , Nguyen, N. , Kapoor, B. , 2018. Using community
partnerships to integrate health and social services for high-need, high-cost patients
Issue Brief Issue . 
meresekere, M., Borg, R., Frederick, J., Vragovic, O., Saia, K., Raj, A., 2011. Somali immi-
grant women’s perceptions of cesarean delivery and patient-provider communication
surrounding female circumcision and childbirth in the USA. Int. J. Gynecol. Obstetrics
115 (3), 227–230. doi: 10.1016/j.ijgo.2011.07.019 . 
nell, A. , Glenngård, A.H. , Merkur, S. , 2012. Sweden: Health System Review. World
Health Organization . 
u, M., Anandakumar, A.D., Preston, R., Ray, R.A., Davis, M., 2019. A model
explaining refugee experiences of the Australian healthcare system: a system-
atic review of refugee perceptions. BMC Int. Health Hum. Rights 19 (1), 22.
doi: 10.1186/s12914-019-0206-6 . 
ackes, E.P. , Scrimshaw, S.C. , 2020. National Academies of Sciences, Engineering, and
Medicine. Maternal and Newborn Care in the United States. National Academies Press,
US . 
anke-Thomas, A.A.K., Johnson-Agbakwu, C, 2019. Factors associated with access to ma-
ternal and reproductive health care among Somali refugee women resettled in Ohio,
United States: a cross-sectional survey. J. Immigrant Minority Health 21 (5), 946–953.
doi: 10.1007/s10903-018-0824-4 . 
anke-Thomas, A.G.S. , Nizigiyimana, J. , Johnson-Agbakwu, C , 2017. Experiences of
refugee women in accessing and utilizing a refugee-focused prenatal clinic in the
United States: a mixed methods study. Global Women’s Health 1 (1), 14–20 . 
elihu, F.B., Davey, M.A., Small, R., 2016. Perinatal health outcomes of East African immi-
grant populations in Victoria, Australia: a population based study. BMC Pregn. Child-
birth 16 (1), 86. doi: 10.1186/s12884-016-0886-z . 
engtsson, M., 2016. How to plan and perform a qualitative study using content analysis.
NursingPlus Open 2, 8–14. doi: 10.1016/j.npls.2016.01.001 , https://doi.org/doi.org/ .
erg, R.C., Underland, V., 2013. The obstetric consequences of female genital mu-
tilation/cutting: a systematic review and meta-analysis. Obstet. Gynecol. Int
doi: 10.1155/2013/496564 . 
lizzard, B., Batalova, J., 2019. Refugees and Asylees in the United States. Online J. Mi-
gration Policy Inst.. Retrieved 08/03/2020, from https://www.migrationpolicy.org/
article/refugees-and-asylees-united-states?gclid = EAIaIQobChMIzKyB39-L6AIVjIePCh
3SDQO0EAAYAiAAEgLKR_D_BwE . 
randenberger, J., Tylleskär, T., Sontag, K., Peterhans, B., Ritz, N., 2019. A system-
atic literature review of reported challenges in health care delivery to migrants and
refugees in high-income countries-the 3C model. BMC Public Health 19 (1), 755.
doi: 10.1186/s12889-019-7049-x . 
ryant, R. , 2009. Improving maternity services in Australia: the report of the maternity
services review. Canberra: Office of the Commonwealth Chief Nurse and Midwifery
Officer . 
yrskog, U., Olsson, P., Essén, B., Allvin, M.K., 2015. Being a bridge: swedish
antenatal care midwives’ encounters with Somali-born women and questions
of violence; a qualitative study [Article]. BMC Pregn. Childbirth 15 (1).
doi: 10.1186/s12884-015-0429-z . 
ASP, 2018. Critical Appraisal Skills Programme (CASP) checklists
https://casp-uk.net/casp-tools-checklists/ . 
astelli, F., 2018. Drivers of migration: why do people move? J. Travel Med. 25 (1).
doi: 10.1093/jtm/tay040 . 
hiavarini, M., Lanari, D., Minelli, L., Pieroni, L., Salmasi, L., 2016. Immigrant mothers
and access to prenatal care: evidence from a regional population study in Italy [Arti-
cle]. BMJ Open 6 (2). doi: 10.1136/bmjopen-2015-008802 , Article e008802 . 
hun, C.B. , Kim, S.Y. , Lee, J.Y. , Lee, S.Y. , 2009. Republic of Korea: Health System Review.
World Health Organization . 
ole-Lewis, H., Kershaw, T., 2010. Text messaging as a tool for behavior change
in disease prevention and management. Epidemiol. Rev. 32 (1), 56–69.
doi: 10.1093/epirev/mxq004 . 
oley, S.L. , 2012. New baby in a new country: supporting local immigrant pregnant moth-
ers through" moms matter". Int. J. Childbirth Educ. 27 (2), 57 . 
orrea-Velez, I., Ryan, J., 2012. Developing a best practice model of refugee maternity
care. Women Birth 25 (1), 13–22. doi: 10.1016/j.wombi.2011.01.002 . 
eStephano, C.C., Flynn, P.M., Brost, B.C., 2010. Somali prenatal education video use in
a United States obstetric clinic: a formative evaluation of acceptability. Patient Educ.
Couns. 81 (1), 137–141. doi: 10.1016/j.pec.2009.12.003 . 
PE, 2016. The U.S. Health Care System: An International Perspective. De-
partment for Professional Employees https://www.dpeaflcio.org/factsheets/the-us-
health-care-system-an-international-perspective . 
air, F., Raben, L., Watson, H., Vivilaki, V., van den Muijsenbergh, M.,
Soltani, H.ORAMMA team, 2020. Migrant women’s experiences of pregnancy,
childbirth and maternity care in European countries: a systematic review. PLoS One
15 (2), e0228378. doi: 10.1371/journal.pone.0228378 . 
lahaux, M.L., De Haas, H, 2016. African migration: trends, patterns, drivers. Compar.
Migr. Stud. 4 (1), 1–25. doi: 10.1186/s40878-015-0015-6 . 
loyd, A., Sakellariou, D., 2017. Healthcare access for refugee women with lim-
ited literacy: layers of disadvantage [Article]. Int. J. Equity Health 16 (1).
doi: 10.1186/s12939-017-0694-8 , Article 195 . 
ox, H., Topp, S.M., Callander, E., Lindsay, D., 2019. A review of the impact of financing
mechanisms on maternal health care in Australia. BMC Public Health 19 (1), 1–14.
doi: 10.1186/s12889-019-7850-6 . 






















































































































W  agnon, A.J., Zimbeck, M., Zeitlin Roam, J.Collaboration, 2009. Migration to western
industrialised countries and perinatal health: a systematic review. Soc. Sci. Med. 69
(6), 934–946. doi: 10.1016/j.socscimed.2009.06.027 . 
ele AA, M.F., Shrestha, M., Qureshi, S, 2019. Unmet needs for contraception: a com-
parative study among Somali immigrant women in Oslo and their original pop-
ulation in Mogadishu, Somalia. PLoS One 14 (8), e0220783. doi: 10.1371/jour-
nal.pone.0220783 . 
ibson-Helm, M., Teede, H., Block, A., Knight, M., East, C., Wallace, E.M., Boyle, J., 2014.
Maternal health and pregnancy outcomes among women of refugee background from
African countries: a retrospective, observational study in Australia. BMC Pregn. Child-
birth 14 (392). doi: 10.1186/s12884-014-0392-0 . 
overnment of Canada, 2019. Canada’s Health Care System. Health Canada Retrieved
25/05 from https://www.canada.ca/en/health-canada/services/health-care-system/
reports-publications/health-care-system/canada.html archived at https://perma.cc/
35FG-M2GD . 
anafin, S. , O’Reilly, E , 2016. National and international review of literature on models
of care across selected jurisdictions to inform the development of a National Strategy
for Maternity Services in Ireland . 
eslehurst, N., Brown, H., Pemu, A., Coleman, H., Rankin, J., 2018. Perinatal health out-
comes and care among asylum seekers and refugees: a systematic review of systematic
reviews. BMC Med. 16 (1), 89. doi: 10.1186/s12916-018-1064-0 . 
igginbottom, G.M., Safipour, J., Yohani, S., O’Brien, B., Mumtaz, Z., Paton, P., Chiu, Y.,
Barolia, R., 2016. An ethnographic investigation of the maternity healthcare experi-
ence of immigrants in rural and urban Alberta, Canada. BMC Pregn. Childbirth 16 (1).
doi: 10.1186/s12884-015-0773-z , Article 20 . 
jelm, K., Bard, K., Apelqvist, J., 2018. A qualitative study of developing beliefs about
health, illness and healthcare in migrant African women with gestational diabetes
living in Sweden. BMC Womens Health 18 (1), 34. doi: 10.1186/s12905-018-0518-z . 
ong, Q.N., Fàbregues, S., Bartlett, G., Boardman, F., Cargo, M., Dagenais, P.,
Gagnon, M.P., Griffiths, F., Nicolau, B., O’Cathain, A., Rousseau, M.C., 2018. The
Mixed Methods Appraisal Tool (MMAT) version 2018 for information professionals
and researchers. Educ. Inf. 34 (4), 285–291. doi: 10.3233/EFI-180221 . 
ugo, G. (2009). Migration between Africa and Australia: a demographic perspective . 
ulton, L., Matthews, Z., & Stones, R.W. (2000). A framework for the evaluation of quality
of care in maternity services. 
oshi, C., Russell, G., Cheng, I.H., Kay, M., Pottie, K., Alston, M., Smith, M., Chan, B.,
Vasi, S., Lo, W., Wahidi, S.S., 2013. A narrative synthesis of the impact of pri-
mary health care delivery models for refugees in resettlement countries on access,
quality and coordination. Int. J. Equity Health 12 (1), 88. doi: 10.1186/1475-9276-
12-88 . 
entoffio, K., Berkowitz, S.A., Atlas, S.J., Oo, S.A., Percac-Lima, S., 2016. Use of mater-
nal health services: comparing refugee, immigrant and US-born populations. Matern.
Child Health J. 20 (12), 2494–2501. doi: 10.1007/s10995-016-2072-3 . 
hanlou, N., Haque, N., Skinner, A., Mantini, A., Kurtz Landy, C., 2017. Scoping review
on maternal health among immigrant and refugee women in Canada: prenatal, intra-
partum, and postnatal care. J. Pregnancy doi: 10.1155/2017/8783294 . 
im, M.S., Song, I.G., An, A.R., Kim, K.H., Sohn, J.H., Yang, S.W., 2017. Healthcare access
challenges facing six African refugee mothers in South Korea: a qualitative multiple-
case study. Korean J. Pediatr. 60 (5), 138. doi: 10.3345/kjp.2017.60.5.138 . 
rupic, F., Hellström, M., Biscevic, M., Sadic, S., Fatahi, N., 2016. Difficulties in using
interpreters in clinical encounters as experienced by immigrants living in Sweden. J.
Clin. Nurs. 25 (11–12), 1721–1728. doi: 10.1111/jocn.13226 . 
evesque, J.F., Harris, M.F., Russell, G., 2013. Patient-centred access to health care: con-
ceptualising access at the interface of health systems and populations. Int. J. Equity
Health 12 (1), 1–9. doi: 10.1186/1475-9276-12-18 . 
adeira, A.D., Rangen, C.M., Avery, M.D., 2019. Design and implementation of a group
prenatal care model for somali women at a low-resource health clinic. Nurs. Womens
Health 23 (3), 224–233. doi: 10.1016/j.nwh.2019.03.007 . 
banya, V.N., Terragni, L., Gele, A.A., Diaz, E., Kumar, B.N., 2020. Barriers to access to
the Norwegian healthcare system among sub-Saharan African immigrant women ex-
posed to female genital cutting. 15(3). PLoS One 15 (3), e0229770. doi: 10.1371/jour-
nal.pone.0229770 . 
oher, D., Liberati, A., Tetzlaff, J., Altman, D.G., The, P.G., 2009. Preferred Reporting
Items for Systematic Reviews and Meta-Analyses: the PRISMA Statement. PLoS Med.
6 (7), e1000097. doi: 10.1371/journal.pmed.1000097 . 
orrison, T.B., Flynn, P.M., Weaver, A.L., Wieland, M.L., 2013. Cervical Cancer Screen-
ing Adherence Among Somali Immigrants and Refugees to the United States [Ar-
ticle]. Health Care Women Int. 34 (11), 980–988. doi: 10.1080/07399332.2013.
770002 . 
umtaz, Z., O’Brien, B., Higginbottom, G., 2014. Navigating maternity health care: a
survey of the Canadian prairie newcomer experience [Article]. BMC Pregn. Childbirth
14 (1). doi: 10.1186/1471-2393-14-4 . 
euendorf, K.A. , 2016. The Content Analysis Guidebook. Thousand Oaks . 
ithianandan, N., Gibson-Helm, M., McBride, J., Binny, A., Gray, K.M., East, C.,
Boyle, J.A., 2016. Factors affecting implementation of perinatal mental
health screening in women of refugee background. Implem. Sci. 11 (1), 150.
doi: 10.1186/s13012-016-0515-2 . 
dunukan, O.W., Abdulai, R.M., Hagi Salaad, M.F., Lahr, B.D., Flynn, P.M.,
Wieland, M.L., 2015a. Provider and interpreter preferences among Somali women
in a primary care setting. J. Prim. Care Community Health 6 (2), 105–110.
doi: 10.1177/2150131914552846 . 
dunukan, O.W., Abdulai, R.M., Hagi Salaad, M.F., Lahr, B.D., Flynn, P.M.,
Wieland, M.L., 2015b. Provider and interpreter preferences among Somali women
in a primary care setting. J. Prim. Care Community Health 6 (2), 105–110.
doi: 10.1177/2150131914552846 . 12 wens, C., Dandy, J., Hancock, P., 2016. Perceptions of pregnancy experiences when
using a community-based antenatal service: a qualitative study of refugee and
migrant women in Perth, Western Australia. Women Birth 29 (2), 128–137.
doi: 10.1016/j.wombi.2015.09.003 . 
angas, J., Ogunsiji, O., Elmir, R., Raman, S., Liamputtong, P., Burns, E., Dahlen, H.G.,
Schmied, V., 2019. Refugee women’s experiences negotiating motherhood and mater-
nity care in a new country: a meta-ethnographic review. Int. J. Nurs. Stud. 90, 31–45.
doi: 10.1016/j.ijnurstu.2018.10.005 . 
arajuli, J. , Horey, D. , 2019. Barriers to and facilitators of health services utilisation by
refugees in resettlement countries: an overview of systematic reviews. Aust. Health
Rev. . 
érez-Urdiales, I., Goicolea, I., San Sebastián, M., Irazusta, A., Linander, I., 2019. Sub-
Saharan African immigrant women’s experiences of (lack of) access to appropriate
healthcare in the public health system in the Basque Country, Spain. Int. J. Equity
Health 18 (1), 1–11. doi: 10.1186/s12939-019-0958-6 . 
uintanilha, M., Mayan, M.J., Thompson, J., Bell, R.C., 2016. Contrasting “back home ”
and “here ”: how Northeast African migrant women perceive and experience health
during pregnancy and postpartum in Canada. Int. J. Equity Health 15 (1), 80.
doi: 10.1186/s12939-016-0369-x . 
eitmanova, S., Gustafson, D.L., 2008. They can’t understand it ”: maternity health and
care needs of immigrant Muslim women in St. John’s, Newfoundland. Matern. Child
Health J. 12 (1), 101–111. doi: 10.1007/s10995-007-0213-4 . 
iza, E., Kalkman, S., Coritsidis, A., Koubardas, S., Vassiliu, S., Lazarou, D., Karnaki, P.,
Zota, D., Kantzanou, M., Psaltopoulou, T., Linos, A., 2020. Community-Based Health-
care for Migrants and Refugees: a Scoping Literature Review of Best Practices. Health-
care 8 (2), 115. doi: 10.3390/healthcare8020115 . 
obertshaw, L., Dhesi, S., Jones, L.L., 2017. Challenges and facilitators for health
professionals providing primary healthcare for refugees and asylum seekers in
high-income countries: a systematic review and thematic synthesis of qualita-
tive research. BMJ Open 7 (8), e015981. doi: 10.1136/bmjopen-2017-015981 ,
https://doi.org/http://dx.doi.org/ . 
ogers, H.J., Hogan, L., Coates, D., Homer, C.S., Henry, A., 2020. Responding to the health
needs of women from migrant and refugee backgrounds —Models of maternity and
postpartum care in high-income countries: a systematic scoping review. Health & So-
cial Care in the Community. Health Soc. Care Community doi: 10.1111/hsc.12950 . 
tapleton, H., Murphy, R., Correa-Velez, I., Steel, M., Kildea, S., 2013. Women from
refugee backgrounds and their experiences of attending a specialist antenatal
clinic. Narratives from an Australian setting. Women Birth 26 (4), 260–266.
doi: 10.1016/j.wombi.2013.07.004 . 
traiton, M.L., Myhre, S., 2017. Learning to navigate the healthcare system in a
new country: a qualitative study. Scand. J. Prim. Health Care 35 (4), 352–359.
doi: 10.1080/02813432.2017.1397320 . 
homas, P.E., Beckmann, M., Gibbons, K., 2010. The effect of cultural and linguistic
diversity on pregnancy outcome. Aust. N. Z. J. Obstet. Gynaecol. 50 (5), 419–422.
doi: 10.1111/j.1479-828X.2010.01210.x . 
NHCR, 2019a. Migration Data Portal The bigger Picture. United Nations High Commis-
sioner for Refugees https://migrationdataportal.org/?i = stock_abs_&t = 2019 . 
NHCR, 2019b. What is a Refugee. United Nations High Commissioner for Refugees Re-
trieved 04/08 from https://www.unrefugees.org/refugee-facts/what-is-a-refugee/ . 
NHCR, 2020. Space and imagination: Rethinking refugees’ Digital Access. Digital Access,
Inclusion and Participation Issue. U. I. Service https://www.unhcr.org/innovation/
wp-content/uploads/2020/04/Space-and-imagination-rethinking-refugees- 
digital-access_WEB042020.pdf . 
NICEF. (2019). Statistical Profile on Female Genital Mutilation . https://data.unicef.org . 
nited Nations. (2017). International Migration Report 2017 (Highlights)
((ST/ESA/SER.A/404)). https://www.un.org/development/desa/publications/ 
international-migration-report-2017.html . 
ssher, J.M., Perz, J., Metusela, C., Hawkey, A.J., Morrow, M., Narchal, R., Estoesta, J.,
2017. Negotiating discourses of shame, secrecy, and silence: migrant and refugee
women’s experiences of sexual embodiment. Arch. Sex. Behav. 46 (7), 1901–1921.
doi: 10.1007/s10508-016-0898-9 . 
anpraag, D., Dawson, W., Bell, B., Riggs, E., Szwarc, J., Brown, S., Furler, J., Casey, S.,
Teale, G., Yelland, J., 2018. Enhancing general practice referrals for women of
refugee background to maternity care. Aust J Prim Health 24 (2), 123–129.
doi: 10.1071/PY17105 . 
eritas Health Innovation, 2019. Covidence Systematic Review Software. Veritas Health
Innovation www.covidence.org . 
HO, 2016. Gender, Equity and Human rights: Availability, accessibility, ac-
ceptability, Quality. World Health Organization Retrieved 15 May from
https://www.who.int/gender-equity-rights/knowledge/aaaq-infographic/en/ . 
HO. (2018, 30.10.2020). Promoting the health of refugees and migrants. Frame-
work of priorities and guiding principles to promote the health of refugees and mi-
grants https://www.who.int/migrants/about/framework_refugees-migrants.pdf . 
HO, 2019. Digital Opportunities for Displaced Women, Children and Adoles-
cents. Knowledge Brief series – Health and well-being of women, children
and adolescents on the move, Issue. N. C. H. The Partnership for Maternal
https://www.who.int/pmnch/media/news/2019/new-knowledge-brief-series/en/ . 
iegers, T.A., 2009. The quality of maternity care services as experienced by women in
the Netherlands. BMC Pregn. Childbirth 9 (1), 1–11. doi: 10.1186/1471-2393-9-18 ,
https://doi.org/https://doi.org/[Record #98 is using a reference type undefined in
this output style.] . 
orld Bank, 2020. FY21 List of Fragile and Conflict-affected Situations. World Bank
https://pubdocs.worldbank.org/en/888211594267968803/FCSList-FY21.pdf . 
